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Cincinnati, Ohio
Objective: To survey the Society for Vascular Surgery (SVS) membership with regard to practice trends related to work
effort, employment status, practice ownership, endovascular cases, and anticipated changes in practice in the near future.
Methods: A survey questionnaire was developed to gather information about member demographics and practice, hours
worked, full-time (FT) or part-time status, employment status, practice ownership, competition for referrals, proportion
of endovascular vs open procedures, and anticipated changes in practice in the next 3 years. We used SurveyMonkey and
distributed the survey to all active vascular surgeon (VS) members of the SVS.
Results: The response rate was 207 of 2230 (10.7%). Two thirds were in private practice, and 21% were in solo practice.
Twenty-four percent were employed by hospitals/health systems. Those VS under the age of 50 years were more likely to
exclusively practice vascular surgery compared with VS over the age of 50 years (P[ .0003). Sixty-eight of the physicians
(32.7%) were between 50 and 59 years old, 186 (90.3%) were men, 192 (92.8%) worked FT (>36 hours of patient care per
week), and almost two thirds worked >60 hours per week. Those in physician-owned practices worked >40 hours of
patient care per week more often than did FT employed VS (P [ .012). Younger VS (age <50 years) more frequently
reported >50% of their workload being endovascular compared with older VS (age $50 years; P < .001). Eighty percent
of FT VS planned to continue their current practice over the next 3 years. Of the 43.6% indicating loss of referrals, 82%
pointed to cardiologists as the competition.
Conclusions: The current workforce is predominately male and works FT; one-third is between the ages of 50 and 59
years. Younger VS (age <50 years) are more likely to exclusively practice VS and have a higher caseload of endovascular
procedures. Those in physician-owned practices are more likely to put in >40 hours of patient care per week than are FT
employed VS. Longitudinal surveys of SVS members are imperative to help tailor educational, training, and practice
management offerings, guide governmental activities, advocate for issues important to members, improve branding
initiatives, and sponsor workforce analyses. (J Vasc Surg 2013;57:586-92.)3The vascular surgery community demographics and
practice patterns have changed signiﬁcantly over the past
30 years. The First Annual Meeting of the Society for
Vascular Surgery (SVS)was held in 1947, at which time there
were 31 chartermembers.1 The SVS has since grown to 3015
members in 2009 (personal communication, Emily Kalata,
November 20, 2011) and 3532 members in 2011.2 Growth
in the profession brought signiﬁcant changes in certiﬁcation
of vascular surgeons (VS) and operative requirements duringthe Department of Surgerya and The Ohio State Heart and Vascular
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These changes illustrate the point that understanding
the current practices of VS and future trends can assist the
SVS in recommending the appropriate changes in training
programs and educational activities in order to adequately
prepare VS for the future.
Data regarding demographics and practice trends
related to work effort, employment status, practice owner-
ship, and anticipated changes in practice in the near future
speciﬁc to VS is rare. This survey of SVS membership
provides a good initial baseline to allow for trending prac-
tice patterns, which are imperative to helping tailor the
educational, training, and practice management offerings,
guide governmental activities, advocate for issues impor-
tant to members, improve branding initiatives, and sponsor
workforce development programs.
METHODS
Under the auspices of the SVS Community Practice
Advisory Committee, we developed a brief survey ques-
tionnaire to gather information about member demo-
graphics and practice models, hours worked, full-time
Table I. Characteristics of private practice physicians in
this study by employmenta
Full-time
hospital employed,
frequency (percent)
Physician-owned
group, frequency
(percent)
Age, years
<40 3 (10.7%) 9 (12%)
$40 25 (89.3%) 66 (88%)
Gender
Male 27 (96.4%) 66 (88%)
Female 1 (3.6%) 9 (12%)
Practice composition
Solo 5 (17.9%) 9 (12%)
Single-specialty group 13 (46.4%) 41 (54.7%)
Multispecialty group 10 (35.7%) 25 (33.3%)
Years in practice
<10 5 (17.9%) 18 (24%)
$10 23 (82.1%) 57 (76%)
Total 28 75
aNot all data has been included for statistical analysis due to incomparable
responses; n ¼ 103.
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ownership, competition for referrals, proportion of endo-
vascular vs open procedures, and anticipated changes in
practice in the next 3 years. Private practice, as deﬁned in
the current survey as well as previous SVS surveys, is having
a nonuniversity or academic medical center employer with
or without teaching responsibilities. Through SurveyMon-
key, the survey was distributed electronically to 2230 active
VS members of the SVS in February 2011, followed by
a second request for responses in March 2011. Interna-
tional, honorary, senior, associate, afﬁliate, candidate, and
retired members were excluded from the survey. Over
3 months, responses were collected from 207 members
(10.7% response rate) regarding their practices in 2010.
The actual survey used is listed in the Appendix (online
only). Due to the nature of the study, no Institutional
Review Board approval was required.
With the assistance of the Center for Clinical and Trans-
lational Science and the Center for Biostatistics at the Ohio
StateUniversity, datawas analyzed using SAS 9.2 (SAS Insti-
tute, Cary, NC). Pearson c2 tests and one-sided Fisher exact
tests were used to calculate statistical signiﬁcance between
speciﬁc populations, which was deﬁned as P # .05.
RESULTS
Thirty-seven of the responding physicians (17.8%) were
between 30 and 39 years old, 47 (22.6%) between 40 and
49 years old, 68 (32.7%) between 50 and 59 years old,
45 (21.6%) between 60 and 69 years old, and 11 (5.3%)
70 years or older. Ninety percent of VS were men, 192
(92.8%) worked FT (>36 hours of patient care per week),
7 (3.4%) worked PT, and 8 (3.9%) were retired. With regard
to hours worked per week on patient and nonpatient care,
64% worked >60 hours, 23.3% worked 50-60 hours, 7.4%
worked 40-50 hours, and 4.8% worked 20-40 hours. Sixty-
ﬁve percent spent >40 hours per week on patient care
only, 26%worked 30-40 hours, and 7%worked 20-30 hours.
Private practitioners (those having a nonuniversity or
academic medical center employer with or without teaching
appointment) constituted 64% of respondents (n ¼ 121).
Seventy-ﬁve of private-practice VS (64%) worked in a physi-
cian-owned group, 28 (24%) were employed FT by
a hospital/health care system, and 14 (12%) worked in other
employment models. Of those in physician-owned groups,
55% were in single-specialty groups, 33% were in multispeci-
alty groups, and 12%were in solo practice (Table I). Those in
physician-owned practices worked>40 hours of patient care
per week more often than did FT hospital-employed VS
(76% vs 50%; P ¼ .012).
Only half of the respondents reported tracking total
relative value units (RVUs) and work relative value units
(WRVUs). Among these physicians, private-practice VS
more frequently reported annual RVUs>10,000 compared
to their academic colleagues (P ¼ .01). Compensation was
based on productivity for 70% of VS, with net collections
being the most common measure of productivity (51%).
Group practices involving more than one physician typi-
cally had two VS (27%) or three VS (21.3%; Fig 1). Eighty-one percent of VS practiced only vascular surgery, whereas
8.5% and 6.3% dedicated 75% and 50% of their practice
to vascular surgery, respectively (Fig 2). Those VS under
the age of 50 years were more likely to exclusively practice
vascular surgery compared with VS 50 years or older (95%
vs 74.7%; P ¼ .0003; Table II). General surgery was the
most common (63%) nonvascular surgery specialty practiced
in multidisciplinary groups. Other specialties included
cardiothoracic surgery (26.7%) and trauma (16.7%; Fig 3).
One-third of VS surveyed indicated open cases to
account for 26%-49% of their workload, <25% for 19% of
VS, and>75% for 14% of VS. Endovascular cases accounted
for 51% to 75% of the workload for 70 physicians
(37.8%), <25% for 20%, and >75% for 12%. Approximately
20% described open and endovascular cases as equally
distributed across their workload (Fig 4). Younger VS
(age <50 years) more frequently reported $50% of their
workload being endovascular compared with older VS (age
$50 years; 89.9% vs 62%; P < .001).
Eighty percent of FT VS planned to continue their
current practice over the next 3 years. Nine percent
planned to become hospital employed, 3.4% intended to
become PT, and 2.8% expected to retire (Table III). Of
the 43.6% indicating loss of referrals in their practice,
82% pointed to cardiologists as the competition. Other
common sources of competition were other VS (38%),
interventional radiologists (22.6%), and cardiac surgeons
(19%; Fig 5).
DISCUSSION
The dominance of endovascular interventions over
open procedures has been previously documented.4,5
However, changes in operative caseload and types of proce-
dures are not the only concerns that should be addressed
when considering the future of vascular surgery. Along
with the growing concern for the expected shortage of
Fig 1. Number of vascular surgeons within respondents’ group practices. Total number of responses ¼ 89.
Fig 2. Percentage of physicians’ practices dedicated to vascular
surgery.
Table II. Distribution of vascular surgeons’ work by age
(years)a
Under 50 years,
frequency (percent)
50 years or older,
frequency (percent)
100% vascular surgery 76 (95%)b 71 (74.7%)
75% vascular surgery 4 (5%) 11 (11.6%)
50% vascular surgery 0 9 (9.5%)
Less than 50%
vascular surgery
0 4 (4.2%)
Total 80 95
aNot all data has been included for statistical analysis due to incomparable
responses; n ¼ 175.
bStatistically signiﬁcant (P < .05).
JOURNAL OF VASCULAR SURGERY
588 Matthews et al February 2013surgeons, the changes envisioned by the Patient Protection
and Affordable Care Act (PPACA) are expected to signiﬁ-
cantly impact the vascular surgery community. For
instance, PPACA imaging reimbursement recommenda-
tions, adjustments in equipment utilization rates, and
further reductions in multiple imaging procedure payments
could signiﬁcantly affect reimbursement for VS.6 Through
educational programs and initiatives, the SVS can provide
its members with accurate and detailed information about
these changes that are likely to impact their practices.Trends to monitor in our specialty include a further shift
toward endovascular procedures, future plans and hence
alterations in the VS workforce, shifts in employment, ﬂuc-
tuation in work hours, and the nature of the competition.
Endovascular vs open cases. Most VS practices have
seen the proportion of endovascular and open procedures
change to favor the former technique. Open cases
accounted for 26%-49% of the caseload for about one-third
of those surveyed and 50% of the caseload for 21% of VS.
However, 22% and 37.8% of respondents stated that endo-
vascular cases account for 50% and 51%-75% of their
personal operative caseload, respectively (Fig 4). These
results are not surprising considering that the advantages of
endovascular procedures have been obvious not only to VS
but to patients through popular media.
A study of the operative logs of 180 applicants in 2009
were reviewed and compared with those over the previous
14 years by the SVS.7 The results showed the mean
number of open elective infrarenal abdominal aortic aneu-
rysm repairs decreased from 12 in 1995 to 6 in 2009,
whereas endovascular procedures such as endovascular
aneurysm repair and inferior vena caval ﬁlter placement
increased from 0 to 16 and 4 to 18, respectively. Similarly,
there was a 124% increase in applicants reporting to have
performed endovascular repairs of aneurysms other than
the abdominal aorta.7 In order to prepare VS for these
changes, the SVS would need to develop more educational
meetings and training courses nationwide to accommodate
both the new VS as well as the established VS to provide
up-to-date training in new technologies and procedures.
More importantly, the SVS would need to monitor new
trends and be engaged to provide direction to the debate
in order to best serve our patients.
Future plans. The majority of FT VS surveyed
(79.9%) stated they intend to continue their current prac-
tice for the next 3 years. However, 19% plan on making
at least one signiﬁcant change to their practice, with 2.8%
anticipating retirement (Table III). These numbers signif-
icantly differ from those obtained from The Physicians
Foundation’s 2010 Physicians and Health Reform survey.8
Merritt Hawkins, a national physician search and consul-
ting ﬁrm, in a survey of approximately 100,000 physicians
Fig 3. Prevalence of other subspecialties within multispecialty practices. “Other” specialties included renal transplant,
wound care, and vascular lab. Number of responses ¼ 30. C/T, Cardiac and/or thoracic surgery; GS, general surgery.
Fig 4. Percentage of physicians’ operative case loads that was open cases vs endovascular procedures for 2010-2011.
Table III. Full-time vascular surgeons’ plans for the next
3 years
Response
count
Response
percent
Continue current practice 143 79.9%
Become hospital employed 16 8.9%
Change to part-time 6 3.4%
Retired 5 2.8%
Other 4 2.2%
Seek a job in a nonclinical setting 2 1.1%
Close practice to new patients or
signiﬁcantly reduce workload
1 0.6%
Work locum tenens 0 0%
Seek a job or business in
a nonmedical ﬁeld
0 0%
Not applicable (part-time) 2 1.1%
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only 26% of the general body of practicing physicians
expect to continue their current practice, whereas 16%
intend to retire and 14% plan to work locum tenens.8 The
differences may be related to the age of the physicians
surveyed or to recent changes in the economic climate.Indeed, in the 2011 Jackson & Coker Retirement
Survey, 51% of surveyed physicians stated their retirement
plans have changed since the recession.9 Forty-six percent
of responding physicians encountered a depletion or slower
than anticipated growth in their personal savings,motivating
them to postpone their retirement. Other physicians plan-
ning to work longer attribute their change in plans to the
satisfaction of working (11%), family or personal concerns
(7%), and health care reform (6%).9
Shortage of VS. Over the past few years there has been
a growing concern for the upcoming shortage of VS, due to
an increase in the size and age of the population with a static
number of VS trainees.10 The overall physician population
grew by 188.4% between 1970 and 2008 in data published
by the American Medical Association.11 However, the age
distribution shifted signiﬁcantly toward retirement age. For
physicians between 35 and 44 years, 45 and 54 years, 55 and
64 years, and over 65 years old, there was growth of 154.5%,
214.8%, 261.2%, and 408.6%, respectively.11 Among the
responding VS in our survey, 59.6% were over 50 years old,
with 32.7% being between the ages of 50 and 59 years.
Because the SVS does not have previous longitudinal data
about the age of its members, the trend should be closely
Fig 5. Percentage of vascular surgeons (VS) who attributed their decline in referrals to an increase in competitors,
inadequate training in new technologies, and/or other factors. CS, Cardiac surgeons; IR, interventional radiologists.
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tion, may greatly inﬂuence future workforce projections.
Employment. Sixty-four percent of VS worked in
a private practice (a nonuniversity employer including
a health care system or hospital), whereas 36% worked in
an academic practice. Stratiﬁed by age, results showed that
61.7% of VS under 40 years old compared with only 33.3%
of VS 40 years and older worked in an academic practice
(P¼ .002). Of those whowere in private practice, two thirds
were employed by a physician group, 24% by a hospital, and
the rest indicated other employment models.
The percentage of physicians owning their own practice
has been steadily declining at a 2% per annum rate for the last
quarter of a century. By 2013, it is estimated that less than
one third of physicians will be truly independent.12 It is
evident that with proposed changes in the delivery of care,
hospitals are recruiting aggressively and private groups are
having difﬁculty matching offers made by large health
systems. The American Hospital Association reports that
the number of doctors employed by hospitals has increased
by 32% since 2000.13 Furthermore, in 2010, 74%of hospitals
planned to employ a greater number of physicians over the
following 1 to 3 years.14 Stagnant reimbursement rates,
rising overhead costs, the complexity of regulations, and
work-life balance issues have tilted the balance for the new
generation of VS.
Another ﬁnding in the survey consistentwith that seen in
primary care and other specialties is a change in the type of
practice. The American Medical Association reports that in
2001, 37% of self-employed physicians were in solo practice
and 26% were in groups of two to four physicians. The most
recent data indicates that 25% are in solo practice and 21.4%
were in groups of two to four physicians.15 In the present
survey, of those in private practices only 14% were in solo
practice compared with 52% in a single-specialty group and
34% in a multispecialty group. Two thirds indicated their
group size was between two and four physicians (Fig 1).
Similarly, the American College of Surgeons Health Policy
Research Institute reports a decrease of general surgeons insolo practice from 27% in 2001 to 21% in 2009, and a 50%
increase in group practice to 54% in 2009.16 This reﬂects
the national trend in consolidation and merging practices
as well as a trend away from solo practices. An SVS database
can provide valuable information to physician groups and
members about trends in employment and size of practices.
Work hours. Leigh et al17 ranked 41 specialties by
annual work hours using a nationally representative sample
of 6381 physicians in the 2004 to 2005 Community
Tracking Survey who self-reported at least 26 weeks worked
annually. VS were among the three specialties working the
longest hours compared with the baseline control (family
practice). Mean and median hours worked annually in the
overall survey were 2524 and 2420, respectively. VS
specialists worked a mean of 888 hours (95% conﬁdence
interval, 446 to 1330) above family practice or about
66 hours a week if they worked 52 weeks per year.17
In this survey, 92.8% identiﬁed their practice as FT
(>36 hours per week), and 64% stated they worked >60
hours per week on patient and nonpatient care, with 23.3%
working 50-60 hours perweek. Patient care alone consumed
>40 hours per week as reported by 65% of the VS, most of
whom were in a physician-owned practice compared with
hospital-employed physicians. In the Physicians Foundation
Survey from 2010, 52.1% of physicians worked between
41 and 50 hours per week. Sixty-two percent of those physi-
cians spent 31-40 hours per week on clinical/patient care,
and 79% spent 0-10 hours on nonclinical/patient care per
week.8 According to a 2005 survey on surgical subspecialty
work hours by theMedicalGroupManagementAssociation,
the mean hours spent on patient care were approximately
45 hours for cardiovascular surgery, 43.5 hours for VS, and
40.5 hours for general surgery.18
From a 2008 American College of Surgeons survey, VS
had the second highest incidence of burnout, the highest
incidence of suicidal ideation rate, and the lowest level of
career satisfaction.19 Overall, surgeons in private practice
had a greater burnout risk and a lower level of career satis-
faction. One of the most signiﬁcant factors contributing to
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of VS were in a private practice, and the mean work week
among all VS was 61.6 hours per week.19 From this survey,
we found that 73.5% of VS under 40 years old worked
more than 60 hours per week, putting them at risk for
burnout and subsequently a low level of career satisfaction.
As the VS community continues to evolve, it would be
valuable to follow trends in work hours, practice settings,
and levels of career satisfaction for several reasons. Having
an understanding of the current climate allows for educa-
tional tools and support systems to be put in place to help
reduce or prevent foreseeable burnout on a larger scale. In
addition to a shortage of VS, increasing work hours will
cause more burnout and cause experienced specialists to
retire, change to nonclinical activities, or work PT. Long
work hours also may make recruiting new trainees more
difﬁcult.
Dealing with competition. VS indicated that their
biggest competition is from cardiologists (Fig 5). In an
analysis of the National Inpatient Sample of Medicare
patients undergoing peripheral interventions between 1998
and 2005, market share of interventional radiologists
decreased from 33% to 5.6%.20 In the same time period, VS
and cardiologists gained market share from 27% to 43% and
10% to 29%, respectively. In a review of the procedure
volume from 1996 to 2000 at Greenville Hospital System
in South Carolina, Sullivan et al5 examined the difference
in vascular procedures between specialties. Based on their
results, 42 of 402 vascular cases (10.4%) were percutaneous,
the majority of which were referred to interventional radi-
ologists. However, 4 years later all endovascular procedures
were performed by the VS service, accounting for 26% of
the 685 vascular procedures.5 It is clear that the SVS has and
will continue to play a major role in developing training
programs for new technologies, procedures, and services to
assist members in providing cutting-edge services to patients
with vascular diseases. Longitudinal surveys serve to inform
the SVS leadership of positive or negative trends in how its
members are adapting to market forces. Trends will also
inﬂuence how the SVS responds to partnership overtures
from other competing specialties.
Other ﬁndings. In terms of workload, 81.5% of VS
described their practice as consisting solely of vascular
surgery, whereas 8.5% and 6.3% dedicated 75% and 50% of
their work to vascular surgery, respectively (Fig 2). When
stratiﬁed by age, results show 95% of VS under the age of
50 years had a pure vascular surgery practice compared with
25.3% of those 50 years and older who perform nonvascular
procedures (P ¼ .0003; Table II). Many of the older VS
started working when a successful practice required the
physician to be a “jack-of-all-trades,” frequently treating
their vascular patients for other disease processes such as
cardiothoracic or gastrointestinal illness. Understanding
these trends can help the SVS equip their members with the
necessary information and tools required for young VS
starting their careers.
Composition of SVSmembership. Fromsurveys con-
ducted in 2008 and 2009, 6% of SVSmembers were women(personal communication, Emily Kalata, November 20,
2011). After only 2 years, the number of female members
in the SVS has increased to 9.7%, making up 24.3% of
VS under the age of 40 years. Although the population of
female VS is still in the minority, one can only expect their
numbers to grow based upon the almost 50% composition
of graduating medical students. A shift in gender demo-
graphics may be accompanied by an increase in ethnic
and racial diversity. From the 2008-2009 SVS survey, Ca-
ucasians served as the overwhelming majority of members
(81%).Asian/Asian IndianVSwere the second largest ethnic
group (12%), followed byHispanics (3%) and African Amer-
icans (2%) (personal communication, Emily Kalata,
November 20, 2011).With the change in population demo-
graphics, patients from minority groups are more likely to
seek help fromVS from the same ethnic or racial background
to provide a level of comfort during a difﬁcult time. By
following these trends through longitudinal surveys, the
SVS will have a more robust understanding of its members’
needs and tailor the workforce to match patient demo-
graphics.
Study limitations. There are several limitations related
to the collection and analysis of the data. Although we
received 207 responses, this represents only 10% of SVS
members surveyed. A larger response rate could have
resulted in signiﬁcantly different results, providing a more
accurate depiction of today’s VS community. However,
the 10% response rate is the average response rate received
by the SVS ofﬁce (personal communication, Emily Kalata,
November 20, 2011). In addition, the number ofVS respon-
dents in this survey is not dissimilar compared with large
nationally available databases on VS productivity provided
by groups such as theMedical GroupManagement Associa-
tion or Faculty Practice Health Solutions. A possible limita-
tion may be that the respondents could predominantly
represent private practice or academic VS. This appears not
to be the case, as the distribution of respondents in terms
of gender and type of practice matches exactly that of the
SVS active membership. Another limiting factor is that the
survey questionnaire contained several questions with
write-in responses. Data from 19 of the members who
provided written responses were not included when calcu-
lating statistical signiﬁcance, reducing the power of the
study.
CONCLUSIONS
Valuable information related to practice trends has
been obtained by this survey of the SVS membership.
Longitudinal surveys of SVS members are imperative to
help tailor the educational, training, and practice manage-
ment offerings, guide governmental activities, advocate
for issues important to members, improve branding initia-
tives, and sponsor workforce analyses. Findings in these
surveys are likely to assist the leadership of the SVS to
monitor existing programs and plan new initiatives,
provide valuable input at the national level, and ultimately
deliver the best care to patients with vascular disease by
well-trained VS.
JOURNAL OF VASCULAR SURGERY
592 Matthews et al February 2013The authors would like to thank the members of the
2010-2011 Community Practice Advisory Committee:
Dennis Gable (Chair), Ronald Bays, Bruce Brener, Paul
Collins, Luis Echeverri, Patricia Furey, Krishna Jain, Kara
Kvilekval, John Maowad, Stephen Motew, Robert Oram,
Geoffrey Risley, Russell Samson, Bhagwan Satiani, Robert
Singh, Michael Verta, Victor Weiss, and Robert Winter.
We also acknowledge the special assistance provided by
Emily Kalata, the staff at the SVS ofﬁce for conducting
and compiling the survey, and Mahmoud Abdel-Rasoul
at The Ohio State University for performing the statistical
analysis.REFERENCES
1. Yao JS. Society for Vascular Surgery (SVS)—the beginning. J Vasc Surg
2010;51:776-9.
2. Cambria RC. Remarkable people. Remarkable society. Society for
Vascular Surgery Annual Report 2011. Vascular Specialist. November
2011. Page 11. Available at: http://www.vascularweb.org/.../2011%
20SVS%20Annual%20Report.pdf. Accessed November 24, 2012.
3. Mills JL Sr. Vascular surgery training in the United States: a half-
century of evolution. J Vasc Surg 2008;48(6 Suppl):90S-7S.
4. Advisory Board Company, Research and Insights, Cardiovascular
Roundtable. Landscape change: what’s happening with vascular
services? [Internet]. 2010 May 26. Available at: http://www.advisory.
com/Research/Cardiovascular-Roundtable/Expert-Insights/2010/
Landscape-change-Whats-happening-with-vascular-services. Accessed
February 20, 2012.
5. Sullivan TM, Taylor SM, Blackhurst DW, Langan EM 3rd, Cull DL,
Carsten CG 3rd, et al. Has endovascular surgery reduced the number
of open vascular operations performed by an established surgical
practice? J Vasc Surg 2002;36:514-9.
6. Satiani B. Impact of the patient protection and affordable care act on
vascular imaging. Ann Vasc Surg 2011;25:985-9.
7. Eidt JF, Mills J, Rhodes RS, Biester T, Gahtan V, Jordan WD, et al.
Comparison of surgical operative experience of trainees and practicing
vascular surgeons: a report from the Vascular Surgery Board of the
American Board of Surgery. J Vasc Surg 2011;53:1130-9.
8. AMN Healthcare, Merritt Hawkins, Physicians Foundation. Health
reform and the decline of physician private practice: a white paper
examining the effects of the patient protection and affordable care act on
physician practices in the United States. Physicians Foundation; 2010.
Available at: http://www.physiciansfoundation.org/uploads/default/Health_Reform_and_the_Decline_of_Physician_Private_Practice.pdf.
Accessed February 22, 2012.
9. Jackson & Coker. Jackson & Coker retirement survey [Internet]. 2011
Aug 2. Available at: http://www.jacksoncoker.com/documents/jcretire
ment_survey.pdf. Accessed February 20, 2012.
10. Satiani B, Williams TE, Ellison EC. The impact of employment of part-
time surgeons on the expected surgeon shortage. J Am Coll Surg
2011;213:345-51.
11. StaggElliottV.Easing into retirement: it could take longer than you think.
American Medical News; May 3, 2010. Available at: http://www.ama-
assn.org/amednews/2010/05/03/bisa0503.htm. Accessed November
24, 2012.
12. Accenture.com. Clinical transformation: Dramatic changes as physician
employment grows [Internet]. Available at: http://www.accenture.com/
us-en/Pages/insight-clinical-transformation-physician-employment-grows.
aspx. Accessed February 2, 2012.
13. Dorschner J. Prepping for reform: hospitals hiring doctors. Available at:
http://articles.sun-sentinel.com/2012-02-18/news/mh-hospitals-buy-
practices-20120210_1_oakland-park-internist-physician-practices-pub
lic-hospitals. Accessed November 24, 2012.
14. Cantlupe J. Physician alignment in an era of change [Internet].
HealthLeaders Media. 2010 Sep 14. Available at: http://www.health
leadersmedia.com/content/MAG-256427/Physician-Alignment-in-an-
Era-of-Change. Accessed February 2, 2012.
15. Stagg Elliott V. Small practices: Adapting to survive [Internet].
American Medical News. 2011 Jun 27. Available at: http://www.ama-
assn.org/amednews/2011/06/27/bisa0627.htm. Accessed February
2, 2012.
16. Poley S, Newkirk V, Thompson K, Ricketts T. Independent practice
becoming increasingly rare among surgeons. Bull Am Coll Surg
2011;96:40-1.
17. Leigh JP, Tancredi D, Jerant A, Kravitz RL. Annual work hours across
physician specialties. Arch Intern Med 2011;171:1211-3.
18. Medical Group Management Association. Physician compensation and
production survey: 2006 report based on 2005. Englewood, CO:
Medical Group Management Association, 2006.
19. Balch CM, Shanafelt TD, Sloan JA, Satele DV, Freischlag JA. Distress
and career satisfaction among 14 surgical specialties, comparing
academic and private practice settings. Ann Surg 2011;254:558-68.
20. Eslami MH, Csikesz N, Schanzer A, Messina LM. Peripheral arterial
interventions: trends in market share and outcomes by specialty,
1998-2005. J Vasc Surg 2009;50:1071-8.
Submitted May 7, 2012; accepted Sep 20, 2012.
Additional material for this article may be found online
at www.jvascsurg.org.
JOURNAL OF VASCULAR SURGERY
Volume 57, Number 2 Matthews et al 592.e1APPENDIX (online only).
RVU survey draft #2
1. Age:
a. 30-39 years
b. 40-49 years
c. 50-59 years
d. 60-69 years
e. 70 years or older
2. Gender:
a. Male
b. Female
3. Location:
a. West: Alaska, California, Colorado, Hawaii, Idaho,
Montana, Oregon, Washington, Wyoming
b. Southwest: Texas, Arizona, New Mexico, Nevada,
Utah, Arkansas
c. Central: Illinois, Iowa,Kansas, Louisiana,Minnesota,
Missouri, Nebraska, North Dakota, Oklahoma,
South Dakota, Wisconsin, Ohio, Indiana, Michigan
d. East: Connecticut, Delaware, Maine, Maryland,
Massachusetts, New Hampshire, New Jersey,
New York, Pennsylvania, Rhode Island, Vermont,
West Virginia, Washington D.C.
e. Southeast: Alabama, Florida, Georgia, Mississippi,
South Carolina, Tennessee, Virginia, Kentucky,
North Carolina
4. What is your work status?
a. Full-time (more than 36 hours of patient care per
week)
b. Part-time (less than 36 hours of patient care per
week)
c. Retired
5. Please indicate the percentage of your personal opera-
tive caseload that was open vs endovascular for 2010.
The two columns should total 100%.Answer Options 0-10 11-25 26-49 50 51-75 76-100
Open
Endovascular6. How would you describe your work?
a. 100% vascular surgery
b. 75% vascular surgery
c. 50% vascular surgery
d. Less than 50% vascular surgery
7. If your practice includes something other than vascular
surgery, please explain.
a. Answer:
8. How many hours do you work per week on average
including patient care and nonpatient care (including
time at home on charts/billing, etc)?
a. <20 hours
b. 20-30 hours
c. 30-40 hoursd. 40-50 hours
e. 50-60 hours
f. >60 hours
9. How many hours do you work per week on average
doing only patient care?
a. <20 hours
b. 20-30 hours
c. 30-40 hours
d. >40 hours
10. Do you work in private practice (a nonuniversity
employer includes a health care system or hospital),
or academic practice?
a. Private practice
b. Academic practice
11. If you are in private practice, describe your employment:
a. Full-time employed by a hospital/healthcare system
b. Physician-owned group
c. Other (please specify)
12. Do you have a part-time paid position with a hospital/
health care system?
a. Yes, 25% or less position
b. Yes, 50% position
c. Yes, 75% position
d. No
13. How is your practice constituted?
a. Solo
b. Single-specialty group
c. Multispecialty group
d. Other
e. Not applicable
14. If you are a part of a group practice, how many vascular
surgeons are in the group?
a. 1
b. 2
c. 3
d. 4
e. 5
f. 6
g. 7
h. 8
i. 9
j. 10
k. 11
l. 12
m. 13
n. 14
o. 15
p. 16
q. 17
r. 18
s. 19
t. 20
15. How long have you been in practice?
a. <5 years
b. 5-9 years
c. 10-19 years
d. 20-29 years
e. 30 or more years
JOURNAL OF VASCULAR SURGERY
592.e2 Matthews et al February 201316. If you are full-time, what are your plans for the next 3
years?
a. Retire
b. Continue your current practice
c. Become hospital employed
d. Change to part-time
e. Seek a job in a nonclinical setting
f. Seek a job or business in a nonmedical ﬁeld
g. Work locum tenens
h. Close your practice to new patients or signiﬁcantly
reduce your workload
i. Other
j. Not applicable (part-time)
17. Do you or your group keep record of relative work
units/work relative work units?
a. Yes
b. No
18. If you do, how many total RVUs (relative value units)
did you produce in 2010?
a. Less than 5000
b. 5000 to 9999
c. 10,000 to 14,999
d. 15,000 or more
e. Not applicable
f. Actual:
19. If you do track RVUs, how many work RVUs did you
produce in 2010?
a. Less than 2500
b. 2500 to 4999
c. 5000 to 7499
d. 7500 to 9999
e. 10,000 or more
f. Not applicable
g. Actual
20. Is your compensation based on productivity at all?
a. Yes
b. No21. If your compensation is based on productivity, what
percentage is based on productivity?
a. Less than 20%
b. 21%-50%
c. 51%-75%
d. 76%-100%
e. Unsure
f. Not applicable
22. How is your productivitymeasured? Check all that apply.
a. Gross charges
b. Adjusted charges
c. Collections
d. Work RVUs
e. Patient encounters
f. Pay for performance
g. Combination of several factors listed
h. Unsure
i. Not applicable
23. How would you describe your patient population?
a. Mostly (>50%) Medicaid
b. Mostly (>50%) Medicare
c. Even payer mix
d. Mostly (>50%) private insurers
e. All private insurers
f. Other
24. Are you losing referrals from other physicians?
a. Yes
b. No
25. If you are losing referrals from other physicians, to
what do you attribute the loss of referrals? Please check
all that apply.
a. More competition from cardiologists
b. More competition from cardiac surgeons
c. More competition from interventional radiologists
d. More competition from other vascular surgeons
e. Not trained in new technologies
f. Other (please specify)
